Purpose: Previous studies focused on the surveillance of infections in longterm care facilities (LTCFs). This study aims to investigate the clinical characteristics, pathogens and antimicrobial susceptibility from LTCF residents who were hospitalized due to urinary tract infections (UTIs). Methods: Patients from the LTCFs that were sent to emergency room (ER) due to diagnosis of UTIs were enrolled. Clinical information including demographic data, co-morbid conditions, functional status, catheterization status, will be collected. The cultured gram-negative rods from urine and their susceptibility results by disc diffusion methods were also obtained. Results: A total of 340 patients were enrolled between February and November 2013. Among these patients, 208 (61.2%) were male, mean age was 76.0 years (range, 22-97 years), 261 were totally dependent in ADLs and 116 patients (34.1%) used urinary catheters. Antimicrobial susceptibility of the isolates was shown on Table. Extended-spectrum beta-lactamase producers accounted for about 40% of E. coli and K. pneumoniae. The non-ESBL isolates showed lower percentage of susceptibility to cephalosporins, fluoroquinolones and sulfonamides. P. aeruginosa also showed high percentage of resistance to fluoroquinolones. Conclusions: Our findings highlight resistance to commonly used antimicrobial agents among LTCF residents with UTIs, especially to fluoroquinolones. Empirical antimicrobial therapy might be optimized in these patients.
Results: A total of 482 patients with nBSIs were included in the study period. The incidence rate was 5.7/1 000 admissions. Escherichia coli (25.5%) was the most common Gram-negative and Coagulase-negative Staphylococcus (CoNS) (14.1%) was the most common Gram-positive organism isolated. One-third of the E. coli and Klebsiella pneumoniae isolated from the nBSIs were third-generation cephalosporin-resistant. Septic shock, hemodialysis, Pitt bacteremia score >4, urinary tract infection and appropriate empirical therapy were most strongly associated with 28-d mortality (Table) . Conclusions: The incidence of nBSIs was low in the TCM hospital but the proportion of nBSIs due to antibiotic-resistant organisms requires more attention. Efficient control methods are needed to decrease antibiotic drug resistance and to improve the quality of empirical therapy in patients with suspected nBSIs. Purpose: The advancement of medical technology has made people living longer than ever. In Taiwan, every one in ten is elderly currently. The most risk factor of bloodstream infections in the intensive care unit (ICU) is aging, which can increase the rate of mortality and the length of hospitalization. Methods: The objectives of this study were to identify the risk factors of bloodstream infections in the intensive care unit among elderly as well as Purpose: The investigation of healthcare-associated infections (HAIs) incidence by using prospective surveillance of infection control practice spends a lot of time. Now we use ECDC point prevalence survey way to determine the rate of documented infections and prevalence of antimicrobials usage is more efficient way. Materials and Methods: During the periods of August 12 to 31, 2013 and May 1 to 17, 2014, survey was conducted on the remained hospitalized patients at 8:00 in the morning or the newborn born before 8:00 AM. We visited all patients and check the use of central catheter, urinary catheter, or breathing apparatus. All medical records including patient's age, sex, date of admission, surgery, and diagnosis and whether invasive catheter device and antibiotic use and investigation is still in active health care-associated infections periods. Results: We investigated 1668 patients. The 3 most common age distribution were 60-70 years old (14.4%), 50-60 years old (14.7%) and less than1 year old (13.5%). A total of 60% patients had peripheral venous catheters, 19.3% patients had Central Venous Catheters, 15.6% had Foley catheter. Endo trachea tube and ventilator were use in 7.8% and 6.5% of patients, respectively. 28.1% patients had operation at this admission period. During these periods, 46% patients had antimicrobial use on the surveillance day (Table 1) . Pneumonia and clinical sepsis are the most common infection site between community (pneumonia 27.5 %, clinical sepsis 20.4%) and health care institution (pneumonia 29.9%, clinical sepsis 28.2% ).
Conclusions: According this survey, we found invasive device rate and antibiotic utilization are high, bundle interventions and antibiotic management is imperative. Purpose: The incidenceand risk factors for pharyngeal colonization of Pneumocystis jirovecii in immunocompromised patients are unknown and such information may provide insights into the transmission of P.jirovecii. The aim of this study was to determine the incidence ofand risk factors for P. jirovecii colonization in this population as well as the risk of Pneumocystis pneumonia development in colonizedsubjects. Methods: A prospectivestudy among immunocompromised patients was conducted at a medical centre during a one-year follow-up. Pneumocystis DNA was extracted from oral swash sample, and real-time PCR and sequencing were performed to detect the presence of P. jirovecii. Clinical data were obtained from medical chartsbya uniform data record form. Univariate and multivariate analyses were performed to determine predictors of Pneumocystis colonization. Results: 416 participants enrolled, P. jirovecii was detected in 62 (13.2%) subjects without clinic syndrome of PCP recognized as colonization. The patients with Pneumocystis colonization were associated with male gender (PZ0.012), chronic lung (PZ0.049), kidney (PZ0.047) disease, kidney transplant recipient(P<0.001), acquired systemic lupus erythematosus (PZ0.016), Rheumatoid arthritis (PZ0.001), received any suppressive therapy (P<0.001) or steroid treatment (P<0.001).Multivariate analysis demonstrated that kidney transplant recipient [odds ratio (OR), 0.14; 95% confidence interval (CI), 0.03-0.76; PZ0.02], receive immunosuppressive therapy (OR, 3.82;95% CI, 1.1-18.2; P<Z0.037) and steroid treatment (OR, 2.7;95% CI, 0.98-0.99; PZ0.025) were associated with colonization. The incidence of Pneumocystiscolonization for participants with or withoutsuppressive therapy was 115.4 and 36.1 cases per 1,000 person-year respectively; the hazard ratio for colonization was 3.2 (95% CI, 1.49-6.82; PZ0.003). Genotype 1 and 3 was most common (26, 41.3%), followed genotypes 2 (7, 11.1%) and 4 (1, 1.6%); mixed-genotype infections were seen in 4.7% of the cases. Conclusion: Pneumocystis colonization is frequent in kidney transplant recipient ongoing with immunosuppressive therapy that this population represents a potential reservoir and transmission source of P. jirovecii. A high prevalence of colonization was associated with any immunosuppressive therapy. However, the role of pharyngeal colonization in disease transmission among immunocompromised patients requires further studies. Purpose: Infective endocarditis (IE) is rarely caused by Escherichia coli, which corresponds to 0.51% of IE with a mortality rate of 21%. We reported an IE case by E. coli with underlying bicuspid aortic valve and severe aortic regurgitation.
Case report
A 46-year-old woman with underlying aortic regurgitation was admitted to our hospital due to acute dyspnea for 1 day and decreased urine output recently. There was no fever, chills, abdominal pain, dizziness, nausea, or vomiting before admission. She was intubated due to respiratory failure. Upon admission, a temperature of 37.6 Cand a blood pressure of 108/57mmHg were noticed. A grade III/VI to and fro murmur was auscultated over aortic area with radiation to left neck. A white blood cell of 14,200/mL and a urine WBC of 10-19/HPF were found. CXR showed acute pulmonary edema. The urine and sputum cultures yielded no significant bacteria. However, four separate sets of blood culture yielded E. coli. Empiric antibiotic with ceftazidime was used. The ultrasound and CT of the abdomen did not show any infectious focus. Transthoracic echocardiogram showed adequate left ventricular performance, severe aortic regurgitation, mild mitral regurgitation, and severe tricuspid regurgitation with severe pulmonary hypertension. Transesophageal echocardiogram revealed bicuspid aortic valves with two vegetations over aortic valve (0.9 x 0.5cm, 0.6 x 0.2cm) and one vegetation (0.3 x 0.3cm) over anterior leaflet of mitral valve. Surgical intervention was 
